potassium " with success in 14 or 15 cases of epilepsy. It is interesting to note that he may have felt that the potassium was as important a component of the drug as the bromine. Coincidentally, the meeting at which all this came up was held on May 11, 1857, one hundred years before the publication of Dr. Robinson's article.
Those interested may wish to refer to " Cardiac Arrest During Trichlorethylene Anaesthesia SIR,-The cases described by Drs. Walter Norris and Peter Stuart (Journal, April 13, p. 860) are typical of fatalities associated with anaesthesia long before trichlorethylene was introduced, so whether or not this drug had a specific relationship to any death in the series is questionable.
Drugs come and go, but the old problems remain, because the common complications of general anaesthesia are inherent in the procedure itself, whereas accepted drugs are remarkably constant in their effects. The typical complications develop because this modality deranges the respiratory defences-e.g., sneezing, coughing, breath-holding, glottic occlusion, etc.-thereby enhancing the anatomical possibility of unphysiological material violating the respiratory tract. Furthermore, hyperpnoea, the intensity of which varies with the speed of transition up or down, is the cardinal feature of the second stage, causing forcible inhalation of the pharyngeal contents. These may include, roughly in order of frequency, clumps of mucus present before induction, clear secretions from oral and/or gastric glands, blood clots, topical (cocaine. etc.) solutions, recognizable vomitus, chewing gum, missing teeth, etc. When such an unwelcome mass stimulates one or more of the trigger zones within the air passages one or more of the following reflex phenomena occurs: regurgitation, spasms of larynx. bronchi, and / or skeletal muscles, atelectasis, unconsciousness (unexplained by dose of narcotic given, if any), hypotension, and respiratory and cardiac irregularities or arrest. Airways, tubes, bronchoscopes, etc., introduced when the patient is too light frequently initiate thes,e non-specific disorders, particularly since relaxants are so misused to permit surgery upon inadequately anaesthetized patients.
These phenomena are not proof of toxicity because (1) they occur in babies with tracheo-oesophageal fistulae whose milk invades the trachea; victims of bronchography when unahsorhable-i.e., non-toxic-media enter the bronchi; patients with myasthenia gravis who inhale saliva at meal-time due to failure of deglutition; and other persons not exposed to drugs: (2) when these disorders arise, once the irritants have been removed and/or the reflex mechanisms obtunded, they are not reproduced by further administration of the drug.
As Dr. C. Langton Hewer (Journal, May 11, p. 1123) says, some agents are better than others. However, what really matters is the anaesthetist-does he know the intrinsic dangers of general anaesthesia ? Does he understand the drug? For example, thiopentone given very slowly is the safest drug for induction, but with hasty administration of the equivalent dose it is the most deadly. Really slow induction minimizes the hyperpnoea, whereas speedy injection increases the possibility and force of aspiration and therefore the incidence of disasters. Chloroform, because of its potency, like thiopentone, lends itself to precipitate induction with extreme hyperpnoea and this is its relevant feature. However, the local effects of each agent as a potential irritant within the respiratory tract, as distinct from its actions inside the body, require investigation. Dr. R. I. W. Ballantine's excellent contribution (Journal, May 4, p. 1062) raised the case of one who coughed during induction and expired suddenly. This fatality was ascribed by the Committee upon Deaths Associated with Anaesthesia1 to trichlorethylene, but coughing associated with cardiac arrest2 occurs in persons not exposed to drugs. The irritant (generally mucus) which caused coughing, failing removal and regardless of drugs, was aspirated, hence reflex cardiac arrest.-I am, etc., The cost of penicillin G 200,000 units twice daily is stated as 3.68 pence per day and this compared with the cost of 200,000 units of penicillin V. I would draw attention to the large number of comparative studies which have been made with oral penicillins G and V,'-5 all of which concluded that, dose for dose, the blood levels given by penicillin V are two or three times greater than that given by penicillin G. This being so, I suggest that it would be reasonable to compare the cost of penicillin G 200.000 units with penicillin V 40 to 60 mg.--i.e., penicillin G, 200.000 units twice daily, 3.68 pence daily; penicillin V, 40-60 mg. twice daily, 2.9 to 4.4 pence daily. 
